Despite improvements in the status of Blacks and women over the past 30 years, racial and gender disparities in mortality and morbidity persist. Using General Social Survey (GSS) data from 1974 to 2004, the authors explore the extent to which race, gender, and socioeconomic status converge to produce differences in self-assessed health. The intersectionality paradigm is used to guide this work on health disparities. The authors find that the gender gap in self-assessed health has narrowed significantly over this 30-year time period. This decreased gap is especially pronounced because of the marked improvement over time in Black women's reports of their health. However, Black women continue to report the lowest levels of self-assessed health even in 2004. In fact, Black women who hold a college degree report worse health than White men, White women, and Black men with a high school diploma.
R ace, gender, and socioeconomic status (SES) are social status categories that predict the differential distribution of disease, disability, and death in society (Krieger et al. 1993; Geiger 2006; Williams 2005a) . In fact, disparities in health extend over the life course despite advances in medical technology and increased access to medical facilities (Arias and Smith 2003; Jackson 2005; Williams 2005b; Williams and Jackson 2005) . If Blacks had experienced the same age-adjusted mortality rates as Whites during the decade spanning 1991 to 2000, for example, nearly 900,000 deaths among Blacks would have been avoided (Woolf 2004) . Similar patterns can be garnered from national data of morbidity for women (Ferraro, Farmer, and Wybraniec 1997; Idler 2003 ) and a host of health outcomes across SES (House et al. 1994; House and Williams 2000; Isaacs and Schroeder 2004; Lantz et al. 2001) .
Prior research has attended to variations in self-assessed health by considering these categories separately, demonstrating the important role played by status characteristics in explaining health differentials (Case and Paxson 2005; Schnittker 2007 ). Nonetheless, some feminist scholars insist that interactions among status characteristics are a more accurate portrayal of the distribution of health in the United States than simple linear models (Weber 2006) . While there is much descriptive evidence for this position (see Pamuk et al. 1998) , we have fewer studies involving multivariate analyses; thus, differences within and across sociodemographic groups have not been considered in research on self-assessed health.
The purpose of this study is to extend the body of work on health disparities by exploring changes in self-assessed health at the intersection of race, gender, and social class. We argue that the intersectionality paradigm (Weber 2006 ) described in much feminist research is a useful framework to guide this type of work on health disparities. Thus, we organize this article in the following way. First, we provide some conceptual clarity to the terms race, gender, SES, and self-assessed health. Then we describe some disparities in various health outcomes. From there we introduce the intersectional paradigm and focus on the way in which this perspective can guide the conceptualization of disadvantage as well as inform research findings. Fourth, we turn our attention to trends in disparities since our use of over-time data allows for a long-term view of health. And last, we describe some of the social forces at work in society from 1974 to 2004 that previous research indicates help explain current patterns in perceived health (see Schnittker 2007) .
indicator for analyzing racial and gender disparities in general health and well being over time (Ferraro and Farmer 1996) . We use the terms selfassessed health and perceived health interchangeably throughout this study to ease comparisons with prior research.
Disparities in Self-Assessed Health
There is a strong association between poor self-assessed health and morbidity (Idler 2003) , mortality (Idler 1992; Idler and Benyamini 1997; Idler and Stanislav 1991) , functional ability Idler 1995; Idler, Russell, and Davis 2000) , minor health problems (McDonough and Amick 2001) , and physical disability (Rakowski and Cryan 1990; Whitelaw and Liang 1991) . In terms of the social distribution of selfassessed health, studies find that Whites report better health than Blacks. More specifically, using a 15-year panel study of adults interviewed between 1971 and 1987 , Ferraro and Farmer (1996 found that Blacks have lower perceived health than Whites and perceived health declined at a faster rate for Blacks compared to their White counterparts. Contrary to these findings on race differences in perceived health, gender patterns are somewhat more complicated. Some research finds that women report poorer self-assessed health than men (Idler 2003) . More recently, Schnittker (2007) demonstrates an improvement over time in women's self-assessed health to the point where by the year 2004, no significant gender differences were found between men and women in reports of self-assessed health.
Many of these race and gender patterns hold when a wide variety of demographic factors are taken into consideration, including SES. SES is one of the most robust determinants of variations in health where low SES is associated with worse perceived health (House et al. 1994; Williams and Collins 1995) . More pointedly, however, is the power of SES in determining perceived health across race and gender. Table 1 presents the percentage of persons in 1995 reporting fair or poor health by income for Black and White men and women in the United States (National Center for Health Statistics [NCHS] 2000) . These data reveal that there are large differences in perceived health by income for Blacks and Whites. Moreover, the largest effects of SES are at the lowest categories of income although there is a stepwise progression of risk in the relationship between SES and health status, with each higher level of income associated with better health status for both men and women in each racial group. At the same time, some racial and/or ethnic and gender differences remain evident when groups are compared at similar levels of SES. For example, when race and gender are explored as dual statuses, we find that Black women report poorer health than the other three race-gender group combinations regardless of level of income. However, the highest percentage of those who report fair or poor health are Black and impoverished (NCHS 2000) .
Clearly, the associations among race, gender, and SES and health are complex. National data reveal that the patterns appear to vary depending on the specific group and specific indicator of health status under consideration (Pamuk et al. 1998) . For example, it is frequently observed, for multiple indicators of health status, that differences between socioeconomic categories within each racial group are larger than differences between races (Navarro 1989; Williams 1999) . The health benefits of higher SES stem from several factors. First, individuals who have high incomes and are highly educated tend to smoke and drink less, exercise more and practice healthier eating habits compared to their less privileged counterparts (Mirowsky, Ross, and Reynolds 2000) . Second, high SES individuals generally have greater access to adequate health care and are much more likely to seek preventative medical care (Mutchler and Burr 1991; Verbrugge 1989) . Third, having high income and education typically protects individuals from financial strain and other stressors that may have negative effects on health (Mirowsky et al. 2000) .
Despite the role played by SES in determining health status, numerous paradoxes are evident when race, gender, and SES are simultaneously considered across some health outcomes (see Jackson and Williams 2006) . For example, highly educated Black women have a higher infant mortality rate Cummings, Source: National Center for Health Statistics (2000) . Note: Poor = below federal poverty level; Near poor = less than twice the poverty level; Middle income = more than twice the poverty level but less than $50,000; High income = $50,000 or more.
than less educated White women; and the homicide rate of Black males in the highest education category exceeds that of White males in the lowest education group (Pamuk et al. 1998) . While the focus of this study is selfassessed health, the paradox facing some members of the Black middle class sensitizes us to the complexity of health disparities. We explore this possibility in our analysis by considering the intersection of these statuses.
Theoretical and Empirical Background
The intersectional paradigm was introduced to the academic community through Black feminist scholarship (see Mullings 1997 for a discussion of this tradition). Intersectionality theory emphasizes the simultaneous production of race, class and gender inequality, such that in any given situation, the unique contribution of one factor might be difficult to measure. . . . This framework-an advance over earlier models that assumed that advantage and disadvantage simply accumulate, for example, to produce double jeopardy-suggests that the content and implications of gender and race as socially constructed categories vary as a function of each other. (Schulz and Mullings 2006:5) In other words, these scholars believe that social status positions intertwine to create axes of power differentials that cannot be fully expressed in a paradigm that fails to account for broader systems of social inequality (Weber 2006 ).
At the micro-level, advocates of this position contend that one of the pathways by which systems of inequality (based on race, gender, and SES) can influence health outcomes is through identity formation (Weber and Para-Medina 2003) . Given the set of unexpected health findings for the Black middle class, one could theorize that new identities (and therefore new challenges or new sets of stressors) are formed when multiple minority statuses (linked to limited resources and a different set of relationships) converge within a social space. For example, Black professional women must often navigate within the confines of organizations that are structured by both racial and gender divisions. Patterns of dominance and deference also intersect with these master status characteristics (Jackson and Williams 2006) . In general, there is growing evidence that the social class position of Blacks does not afford them the degree of social acceptance by others, nor does it translate into the lifestyle one would expect from a higher socioeconomic position (Cose 1993; Massey and Denton 1993; Williams and Collins 2004) . Such feelings of rejection have been advocated as an important dimension of overall health and well-being (Keyes 1998) .
We contend that the intersectionality perspective is worthy of consideration in research on health disparities, especially in light of persistent discrimination in employment (Darity and Mason 1998; Reid 2002) . In a study of the way in which inequalities are perpetuated in the workplace, Kennelly (1999) convincingly demonstrates that "Black women stand at a unique disadvantage to all other racial and gender groups" (p. 169) because of the stereotypes they face on the job, particularly as single mothers. The persistent wage gap in median annual earnings is an example of such discrimination. In 1998, Black women earned 62 cents to every dollar earned by White men compared to 74 cents earned by Black men and 72 cents by White women (National Committee on Pay Equity 2001). Thus, intersectionality theory has the potential for helping us understand the health status of certain disadvantaged groups. It draws our attention to the health disadvantages that may be due to past and persistent inequality. The goal of this study is to explore the extent to which there is some combination of disadvantage that helps explain changes in perceived health over time.
Trends in Socioeconomic Disparities
Changes over time in disparities at the intersection of race, gender, and SES have not been studied for perceived health. A major challenge facing health scholars is the ability to disentangle the social forces that may be producing the patterns we find in the health disparities literature. Our goal here is to describe the extent to which perceptions in health have changed over a period of time in U.S. history where we witnessed widespread social change. For example, during the early 1970s there was a reduction in the Black-White gap in income perhaps due to demands made by the Civil Rights Movement (Economic Report of the President 1998). Instructively, although the gap in life expectancy at birth between Blacks and Whites in 1970 was 7.6 years, this differential was reduced to 6.3 by 1980 and as low as 5.7 by the year 2000 (Arias and Smith 2003) .
Notwithstanding, the 1980s represented a tumultuous period in the United States. There were massive budget cuts in health and social service spending by the Reagan administration. During the period between 1980 and 1991, compared to Whites, the health of Black men and women declined (NCHS 1994) . In fact, between 1980 and 1990, the Black-White gap in life expectancy had risen slightly from 6.3 years to 7 years (Arias and Smith 2003 
Social Factors
Periods of unemployment are often problematic for individuals and their families. In terms of health, the employed report lower levels of chronic conditions, fewer acute health conditions, and better self-reported health (Kessler, House, and Turner 1987; Linn, Sandifer and Stein 1985; Pavalko and Smith 1999; Pearlin et al. 1981; Ross and Mirowsky 1995) compared to the unemployed. The unemployment rate in the United States fluctuated during the 30-year span marking the 1970s to the year 2000. For example, in 1970 there were approximately 4 million Americans unemployed compared to 7.6 million in 1980. These figures declined in the 1990s so that 7 million Americans were unemployed in 1990 but only 5.8 million were out of the labor market by 1999 (U.S. Census Bureau 2000) .
The last three decades of the 20th century also saw increases in separation and divorce as well as significant declines and/or delays in marriage (Qian and Preston 1993; Rodgers and Thornton 1985) . From 1970 to 1998 for instance, the marriage rate declined by 30% and the rate of divorces and annulments increased by about 20% (NCHS 1999) . Nonetheless, the divorce rate has been steadily declining since 1992 from a high of 48% to 37% in 2004 (Munson and Sutton 2005) .
Research consistently finds a health advantage for the married. Those who are married exhibit higher levels of life satisfaction and happiness (Jackson 1997) while experiencing fewer chronic health conditions (Waite 1995) and longer life spans (Lillard and Panis 1996; Rogers 1995) than the unmarried. In contrast, marital dissolution often results in declines in selfassessed health (Williams and Umberson 2004) . We seek to explore the extent to which employment and marital status shape changing perceptions of health. We combine data from the 1974 to 2004 panels of the General Social Survey (GSS), which span the period when many of these changes in work and family were taking place. It is also important to consider labor market and marital transitions since many of the trends described above vary across race, gender, and social class (Willson 2003) .
Method
The data for these analyses come from the GSS collected between 1974 and 2004.
1 Conducted by the National Opinion Research Center (NORC), the GSS is one of the most widely used and well-respected social science data sources. Based on a full probability design, each sample is representative of noninstitutionalized adults 18 years of age or older in the United States.
2 On average, the sample size for each year is approximately 1,500 including an oversample of nearly 300 African Americans in 1982 and 1987. The samples for these years have been weighted in the analysis to be nationally representative for race. The core design of the GSS consists of a series of replicating cross-sectional surveys; allowing researchers to monitor social change and stability over time (see Davis and Smith 1996) .
The analyses only include Blacks and Whites because the samples of other racial groups were too small to allow substantive conclusions. Analyses were also restricted to those who responded to the self-rated health item. This criterion excludes roughly 3% of the total sample. Finally, some cases were not included due to list-wise deletion; fewer than 9% of all cases were excluded due to missing values on income, and fewer than 1% due to nonresponse on all other variables. Respondents who refused to report their income were slightly more likely to be Black and to be interviewed in earlier years (p < .05). These restrictions yield a final sample size of 27,650 cases.
Measures
Dependent variable. Self-assessed health is measured by asking respondents "Would you say that your own health, in general, is (1) poor, (2) fair, (3) good, or (4) excellent. Self-assessed health is a valid and reliable measure of overall health status (Chandola and Jenkinson 2000; Mossey and Shapiro 1982; Ross and Mirowsky 1995; Ross and Wu 1995) (see note 3).
Independent variables.
In the first regression model, race and gender are coded as dummy variables comparing Blacks (coded 1) to Whites (coded 0) and females (coded 1) to males (coded 0), respectively. In subsequent models, three dummy variables are used to capture the intersectionality of race and gender (Black men, Black women, and White women; coded 1). The omitted category is White men (coded 0). This set of variables is roughly equivalent to, and much more intuitive than, controls for race, gender, and the interaction of race and gender.
SES is captured by education and household income. Education is measured with two dummy variables that compare those with less than a high school diploma (as reference group) to those with a high school diploma (coded 1) and college degree and more (coded 1). Household income (measured in thousands) is in constant 2002 dollars. Originally coded in categories, this variable is recoded into midpoints and the top category (110,000 and above) is recoded to 165,000.
4
Employment status is measured as a single dummy comparing the unemployed (coded 0) to the employed (coded 1).
5 Marital status is coded as a series of 4 dummy variables where never-married, separated, widowed and divorced (each receiving a value of 1) are compared to the married (coded 0). These transitions are associated with health perceptions (Hughes and Waite 2002) .
Control variables. Several demographic controls are included in the model. To adjust for effects that may be due to age differences across race and gender, the variable age is included throughout all models and is measured as a continuous variable. 6 Region of the country where the respondent resides is captured in three dummy variables (North, Midwest, and West, coded 1) with those who live in the South as the reference category (coded 0). 7 We include this measure here because region is a significant predictor of health status (Hayward, Pienta, and McLaughlin 1997; LeClere, Rogers, and Peters 1997) .
Given the time-varying nature of the data, we include a series of variables assessing the year of the survey. Survey year is measured continuously with years ranging from 0 (representing 1974) to 30 (representing 2004) . Analysis was also conducted where the survey year variable is not assumed to be linear: 19 dichotomous variables were created and included in the model predicting changes in self-assessed health by year. We also estimated all models with four-year categories to predict changes in health status across certain time periods. While we do not present these results in the article (to conserve space), we include several figures that demonstrate the relationship between race, gender, and SES paying particular attention to changes in self-assessed health over time. Statistical models that include several interactions may be sensitive to high collinearity, therefore we calculated variance inflation factor (VIF) scores, which measure the extent to which collinearity inflates the variance of a slope estimate (Fox 1991) . We found little evidence of multicollinearity.
8

Statistical Procedure
We begin with descriptive statistics showing the relationship between race, gender, SES, and self-assessed health in 1974 and 2004. Here the focus is on disparities within and then across groups. The purpose of this exercise is to explore any changes in these perceptions that might inform our understanding of previously documented differences across our sociodemographic groups (NCHS 2000) . In other words, we draw attention to any changes in these patterns over time.
Ordinary Least Squares (OLS) regression is then used to examine the association between our sociodemographic variables and changes in selfassessed health.
9 Sampling weights are used to adjust for oversampling and other sampling procedures. As previously discussed, declines in marriage and increased labor force opportunities are factors that may have implications on the self-reported health status of the general population. 10 Consequently, we present a separate model to represent the effect of these factors as they affect racial and gender disparities in relative health status. We also include a final model showing the effect of a series of interaction variables between race, gender, and SES in predicting changes in self-assessed health.
Results
The descriptive statistics for all variables are provided in Table 2 . As shown here, most adults report their health quite positively, with Black women reporting the lowest health scores. Regarding SES, White men have the highest percentage of college graduates (26%) and the highest mean household income ($35,000). Not very far behind their White male counterpart are White women, 20% of whom have college degrees. The mean annual household income for White women is $30,000. On the contrary, Black men and women are the least likely to have a college degree. And, consistent with national trends, Black women have the lowest household income ($18,000). In terms of employment and marital status, we find that the lowest percentage of those who have been never married are Black (especially women, 30%) while the lowest percentage of employed over the 30-year span are women (53%-54%). Table 3 presents changes in SES for the different race-gender combinations. Again, the purpose of this information is to extend our knowledge of the extent to which SES indicators are associated with changes in selfassessed health across time. We also are able to explore whether trends in reporting health are dependent on the particular measure of SES as suggested by some health scholars (Williams 2004) .
As shown here, SES remains a consistent predictor of perceived health. In terms of education, those at the lowest levels report the worst health Cummings, Jackson / Self-Assessed Health 149 In other words, Blacks have the greatest within-class disparities in selfassessed health. It would appear that although low SES has always been a hindrance to good health for Black women, it has become a bigger hindrance to perceived good health among Black men.
By 2004, the gender disparities among White and Black adults are highest at the lowest levels of educational attainment, with White men reporting better health. Among Black adults, disparities are largest among high income earners with Black women reporting better perceived health. Overall, the pattern for household income suggests that the gap in health disparities for Whites has remained steady over the span of 30 years while in-group differences have increased for Black men across time but decreased for Black women.
Is Self-Assessed Health Universally Improving or Declining Over Time?
We begin to address this question by presenting a graph of the observed trends in self-assessed health by race and gender from 1974 to 2004 (see Figure 1 ). During this period, it appears that White men, and to a lesser extent Black men, have experienced little to no change in their relative health status over time. Women (especially Black women) have reported a higher perception of their health status over time. In general, it appears that Black women have experienced the most dramatic improvements in their self-reported health status. These findings seem to lend support to the idea that racial and gender disparities in health have been quite substantial in the past but more recently the differences in health reporting have become much more similar across groups. These results confirm other reports of an upward trend in women's absolute perceived health (see Schnittker 2007) while simultaneously extending our knowledge of women's self-assessed health across racial groups. A graphic representation of these differences demonstrates that the trend in reports of health varies across race and gender simultaneously with Black women making the largest gains in reports of self-assessed health over the past 30 years.
We also see in Figure 1 that in 1974, White men had a health advantage over all other groups until the mid-1980s when levels of self-assessed health began to converge for White men and women. There are other interesting changes in perceptions of health over time across these four groups. For example, at a time when Black women's perceived health was on the rise (from 1974-1996) , Black men's perceptions of their health could best be characterized by a much more stagnant trend. This pattern further emphasizes the importance of examining race and gender at the intersection rather than single categories of adults (race or gender). The period between 1983 and 1987 appeared to be a turning point for Black women when their levels of self-assessed health increased and eventually matched that of Black men. This pattern reoccurs around 1993 when women's perceived health increased while there is a slight decline in Black men's perceptions Ferraro and Farmer 1996) . However, the steepest and perhaps most steady declines in the health reporting of Black men occur from 1998 to 2004. By 2004, in fact, Black men were the only group that had lower perceived health scores than in the previous 30-year period (i.e., 1974). It is also worth noting that it was between 1984 and 1986 when White women were close to achieving parity with White men in self-assessed health. There was a steady decline among White women, however, from 1986 until 1992. A turning point for White women occurred after 1992 where few differences are found between White men and women in perceived health.
In sum, during the 30-year time span from 1974 to 2004, it appears that White men and women have experienced little to no change in their relative perceived health status. Black women have experienced the most dramatic increase in perceptions of health. Also note, however, that a higher percentage of Black women have always reported their health as poor compared to all other groups. What might be most telling about the patterns found for Black women is whether access to more resources help explain these changes in self-assessed health. We now turn attention to the relationship between race, gender, and SES, taking into consideration other widespread social changes, including marital and employment transitions. Table 4 includes results from a series of regression models of selfassessed health on the study variables. This table includes a traditional model of health where race and gender are examined independently (Model 1). Here we use multivariate techniques to address the initial question of whether health disparities have persisted over time. The single survey year variable in this model represents the overall trend in self-assessed health over time. If positive, it suggests that on average the general population reporting trend is positive.
How Do Health Disparities Fare Over Time?
We then introduce the race and/or gender group combinations to determine the way in which dual statuses may inform our knowledge of health disparities (Model 2). This approach is consistent with the intersectionality paradigm. We include Race and/or Gender × Survey Year interactions (Model 3) to demonstrate changes in health reporting over time by race and gender. Interaction terms are created by taking each status variable (White women, Black men, and Black women) and multiplying it by the survey year variable. As one would expect from our previous discussion, multiplying these status variables by survey year is nearly identical to, but much more intuitive than, creating three-way Race × Gender × Survey Year interaction terms. In these models (that include Race and/or Gender × Survey interactions), the main effects survey year variable no longer represents the overall health trend in the sample; rather it represents the general pattern for White men. All other Race and/or Gender × Survey Year interactions reflect whether group-specific trends over time in health reporting significantly differs from the group-specific trends of White men (since they are the reference group). Models 4 and 5 consider the potential role played by SES in altering perceptions of health while Model 6 introduces employment and marital status variables as potential factors contributing to the trend in selfassessed health over time.
Consistent with expectations, Model 1 demonstrates that both Blacks and women rate their health much worse than their White and male counterparts, respectively. Although the patterns demonstrate a "health disadvantage" for women across all survey years, the Black-White health disadvantage is much larger. In fact, while the "penalty" for being female is substantial (about -.04), the price of being Black is more than 6 times that magnitude (-.25).
As we move from Model 1 (baseline model) to Model 2 with the variables that capture the "dual status" of race and gender, note that both the female and Black coefficient in Model 1 overestimated health reporting for Black women and underestimated health reporting for both Black men and White women. When we take into account the multiplicative relationship between race and gender, we find that White women report their health slightly lower than White men (-.03), Black men report their health substantially lower than their White male peers (-.20), and Black women report the worst health (-.30). The multivariate model also indicates that, on average, the sample has reported their health more positively over time.
Again, the next step is to include the Race and/or Gender × Survey Year interaction terms (Model 3). The coefficients for White and Black women are statistically significant and much larger than the average differences across all samples.
11 These multivariate results show that while substantial racial and/or gender disparities existed in the perceived health status of minorities and women in the early 1970s (compared to their White male counterparts), 12 these disparities significantly declined over time (consistent with Figure 1 ). Note: All models include controls for age. The final model includes controls for region (not shown). *p < .05. **p < .01 (two-tailed test; robust standard errors in parentheses).
The Role of SES
What role does SES play in improving the health status of racial minorities and women over time? As Model 4 of Table 4 demonstrates, a consideration of educational attainment significantly reduces racial and gender disparities in self-assessed health in 1974. If education was similarly distributed across groups, the health advantage that White men have over Black men would be reduced to insignificance in the initial survey year and all years thereafter (see the "Black Men × Survey Year" covariate). These results are consistent with the belief that education is a "root component" of social status, which shapes access to a host of resources, such as being employed, job quality, and income (Mirowsky, Ross, and Reynolds 2000) . These results also suggest that in some ways education is a much more important and protective health resource for Black men than it may be for other groups. In fact, while household income is also an important predictor of self-assessed health (see Model 5), income only moderately helps explain racial and gender disparities in health.
Model 6 incorporates controls for employment and marital status. The only disparity that remains consistent throughout all models is that Black women report their health much worse than White males in the initial survey year (1974) . Although the estimated difference is substantially reduced from Model 3 (β = -.42) to Model 6 (β = -.20), health differentials still remain (β = -.22).
14 Intersections: Race, Gender, and SES Table 5 addresses the question of the utility of the intersectionality paradigm and more specifically whether intersections of race, gender, and SES provide a broader picture of the health patterns previously described. We answer this question by examining several interactions (e.g., Race × Gender × Education). Only those models where significant three-way interaction effects were found are presented. We supplement these analyses with a series of figures to demonstrate certain relationships, such as racial and gender differences in the role of education on self-assessed health. These supplementary analyses help us gauge the importance of examining health patterns at the intersection of race, gender, and SES. 15 As shown in Table 5 , racial differences in self-assessed health are more pronounced at the highest levels of education (see Model 1). In the case of Black women for instance, having a college degree has far lower returns to health than for Whites. These patterns are more evident in Figure 2 . Note: Both models include all controls. Among the coefficients not presented, none of the magnitudes significantly differed from the final model in Table 4 (full table available on request) . a. Significantly different from Black female slope (p < .05). *p < .05. **p < .01 (two-tailed test; robust standard errors in parentheses).
As Figure 2 demonstrates, while Whites who have a college degree are substantially healthier than Whites who have a high school diploma, Black female college graduates do not enjoy the same health benefit over their high school counterparts. On the contrary, the health of White women appears to benefit the most from being a high school or college graduate. The most striking pattern, however, is that Black female college graduates report health scores that are substantially lower than the health scores reported by White men, White women, and Black men with a high school diploma. These patterns demonstrate unequal health returns on education for the highest SES group of Black women. Thus, the results of prior research on the health paradox of high infant mortality rates among Black professional women can be extended to include a similar dilemma in terms of self-assessed health.
Not surprisingly, the results regarding income (Table 5 , Model 2) also provide some evidence that the relationship between SES and health is more apparent for White women than Black women. Figure 3 shows the multiplicative relationship between race and/or gender, household income, and self-assessed health.
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Two patterns are noteworthy. First, all groups benefit from increases in income. Second, White women have the greatest slope, experiencing selfassessed health scores at parity with White and Black men at the lowest levels of income. However, at higher levels of household income, White women report the best health while Black women report the lowest ratings of self-assessed health.
Discussion
Through analyses of nationally representative data for 1974 to 2004, we examined racial and gender disparities in self-assessed health over time. Guided by the intersectionality paradigm, we began by asking if selfassessed health universally improved or declined over time. While a linear approach to the question of racial and gender disparities in health demonstrate that Blacks and women have lower perceptions of health, we conclude that ratings of health have only changed substantially in the United States for specific groups of adults. White men have maintained a health advantage over time, competing only with White women whose perceptions have now reached parity with their male peers. Black women have experienced the largest increase in self-assessed health while Black men have experienced many cycles of health assessment that has ultimately resulted in a decline in their perceptions of health (primarily from 1998-2004) . 16 We then asked what role SES plays in explaining perceived health status. We found that SES accounts for virtually all of the variation in the racial gap in self-assessed health for Black men (relative to White men) across the span of surveys and about half of the variation in women's relative health ratings during the initial survey. While the health advantage that White men have over Black women does not completely wane over time, the gender gap is completely reduced for White women. Finally, if there were no changes in the socioeconomic position of White men over time, we would expect that White men would rate their health significantly worse over time. Based on these findings, we concur with other scholars that improving socioeconomic conditions may play a critical role in closing the racial and gender gap in relative health status (Jackson 2005) . Nonetheless, our findings regarding education differ from those presented by Schnittker (2007) in his analysis of this same GSS data. He finds evidence that, compared to men, virtually all the improvement in women's health is attributable to educational attainment. Again, we find that this pattern only holds for White women. Furthermore, we were able to demonstrate differences in the role played by education and income, in particular, in helping explain health disparities between some groups (White women and Black men).
In line with previous work, however, we believe that sharp escalations in women's labor force participation since the early 1970s played a crucial role in reducing the gender gap in relative health status (Schnittker 2007) . We find, however, that this pattern only holds for White women, suggesting that the White male to female gap in self-assessed health would not exist if employment opportunities were equal for these groups over time.
17 Taken together, we were able to demonstrate differences in the role played by SES and role transitions (employment and marital status) in helping explain health disparities between some groups.
We conclude that intersectionality theory serves as a useful framework to launch a discussion about the lives of African Americans, in particular. Unequal power relations between groups and differential access to valuable resources across the life course can result in health disparities over time. Although we were unable to directly assess the structural processes that may alter perceptions of health, our findings are consistent with the view that such processes can help eliminate, maintain, and/or exacerbate health status (Hatch 2000) . For example, when considering the health of Blacks we found that as education increases, Black men and women actually experience lower returns on their health. Thus even the health of the Black middle class has been stunted over time. And, even though Black women have made the greatest gains in their perceived health, these findings do not contradict the importance of theories of oppression and inequality in explaining health disparities. The initial race to gender gap in self-assessed health was quite substantial in 1974 and has not been eliminated as of 2004. Black women are three times as likely to be uninsured than White women (Meyer and Pavalko 1996) , further implying that there will remain stark disparities in their health status compared to other groups in society.
Interestingly, the findings from this study actually highlight the importance of considering ongoing social changes that attempt to address persistent inequalities. For example, legislation that followed the Women's and Civil Rights Movements, no doubt, had a positive impact on women's health in general. Similarly, the Equal Pay Act of 1963 and the Civil Rights Act of 1964 managed to effectively close (although not entirely) the gender gap in pay. A smaller gender gap in wages has been linked to lower female mortality and disability, a relationship that is strongest among White women (Kawachi et al. 1999 ). Relatedly, it may not be coincidental that "Black progress" in terms of perceptions of health halted during the Reagan and Bush administration; a period which many scholars describe as retrenchment in the social status of African Americans (Omi and Winant 1994) .
As such, this study underscores the need for more systematic work examining changes in the stratification system and social policy over time and its subsequent impact on the health and well-being of the general population. We especially advocate for further elaboration of the intersectionality paradigm and encourage more scholars to embrace the complexity of this approach. More work is needed to better understand the ways in which multiple statuses may converge to shape the experiences, opportunities, and life chances of vulnerable populations. To the extent that Black women remain the most disadvantaged in terms of health and experience multiple axes of oppression (Frye 2001) , we encourage more research on the processes by which these women navigate the boundaries set by race, gender, and social class categories. In general, we suspect that changes in health perceptions will remain an important marker for health professionals since such perceptions coincide with morbidity and mortality rates (Idler 2003; Idler and Benyamini 1997) .
Notes
1. With the exception of the following years, GSS has been collected annually : 1979, 1981, 1992, 1995, 1997, and 1999. 2. GSS samples noninstitutionalized adults. Both males and Blacks are at higher risk of institutionalization. While this data cannot address health issues among those incarcerated or account for social selection issues that may be due to the sampling strategy (i.e., some unhealthy men and Blacks may be selected out of the noninstitutionalized population), the data provides a wealth of information on a wide range of topics and is perfectly suited for this study.
3. The self-rated health item was not ascertained in 1978, 1983, or 1986 (11% of the sample was excluded). As a result of budgetary constraints, the item was only asked of a subset of respondents during 1988 to 1996, 2000, and 2002 (11% of the restricted sample was excluded). Among respondents who were asked about their health status, fewer than 1% either "refused" or responded "don't know." 4. GSS does not allow us to account for differences in morbidity, physical disabilities and/or limitations, and chronic health conditions. This poses little concern for us in this study since after accounting for such factors, we would expect the racial and gender gap in selfassessed health to continue to converge or, at the very least, decline.
5. Education was also measured as a continuous variable and several models were estimated with a logarithmic functional form of household income. These alternative measures of SES yielded variance inflation factor scores (in the models with interaction terms) that indicated high levels of multicollinearity. Consequently, the models presented in the article are preferred. We elaborate on other findings regarding multicollinearity in later sections of the article.
6. Individuals who responded that they worked either part-time or full-time were coded as employed. Supplementary analysis (available upon request) shows that in the final models, the effect of being in the labor force on self-reported health status did not vary by work status (full-time/part-time). Consequently, we use this single binary in the analysis.
7. Supplementary analysis indicated that while there is no significant difference between the mean age of Black men and women, Blacks are significantly younger than White men and women. White men are also significantly younger than their White female counterparts. This was ascertained by using a two-sample t test with unequal variances. 8. Each model that included age (and age squared) and all interactive models that included either continuous functional forms of education or household income (logged), produced VIF scores that suggested high levels of multicollinearity. As a result, these variables are not included in the models presented in the article. For the purposes of definition, we adopt the general rule of thumb that a score of 10 typically indicates high multicollinearity.
9. All models were also analyzed using binary logistic models after combining the poor to fair and good to excellent categories and creating a dummy variable. We also explored our findings using ordered logistic models and multinomial logistic models. The general patterns do not change across models but in the few cases where results differ, we discuss these differences in designated footnotes.
10. Health status can be either a cause or a consequence of current marital status, educational attainment or labor force status and cross-sectional analysis provides no basis for identifying the causal direction of the observed association. Thus, social selection and social causation processes may be reflected in the results of this study. Most longitudinal studies indicate that each of these factors (marital status and employment) typically precede health declines (Pavalko, Mossakowski, and Hamilton 2003; Pavalko and Smith 1999) .
11. The survey year coefficient (which is not significant) now represents the health reporting trends for White men across time. The White women and Black women interactions are statistically significant and positive suggesting that women have reported their health much more positively over time with Black women making the largest gains in how they perceive their health during the past 30 years (.007 to .003). In the case of White women, these differences gradually disappear. For Black women and men, these health disparities persist over time.
12. It should be noted that while the change in the health ratings of Black men do not significantly differ from the slope change for either White men or women (model not shown), it does for Black women (B = -.007, t = 2.47). In addition, nonlinear variations in this model (i.e., year categories model) demonstrates that for Black men, the decline in their health status from 1998 to 2004 is quite significant and this trend differs from the pattern noted for White men (results available on request).
13. The results from the multinomial logistic base model (including controls for race, gender, time, and age) show that over time all groups were significantly more likely to report their health as "good." The slope increase did not significantly vary across race or gender. Black and White women were more likely to report their health as "excellent" and less likely to report their health as "fair" or "poor" over the span of surveys. Over time, Black and White men were slightly less likely to report their health as "excellent" and Black men were the only group that was more likely to report their health as "poor" over time.
14. These transitions have independent effects on self-assessed health as one might expect. Those who are employed report better self-assessed health. The married report better health than the divorced and separated but not the never-married or widowed. We find in all of the models that aging is related to lower perceived health (Ferraro and Farmer 1996) .
15. We included interaction terms that represent the race and/or gender variable with every covariate. No substantial "year interactions" were significant so we do not present any year interactions.
16. An interaction model assessing the impact of employment for the four race and/or gender groups demonstrates that the perceived health of Black men benefit the most from being employed (data available on request). This finding suggests that for Black men, being in the labor force may be an important health resource for combating the absence of a host of SES and/or psychosocial resources such as low education, income, or social support. These patterns also demonstrate that within-group differences among employed and unemployed Black men are quite substantial (more than twice as large as the within-group health disparity for any other group).
17. This discussion of these patterns is supported in a series of decomposition analyses. Changes in education and income have seemed to benefit the health status of Blacks more. Not surprisingly, marital trends have little effect on these changing health trends. The decompositions show movement into the labor force as an important factor for White women in particular. While not discussed here, we also ran some decomposition to examine the role of "cohort replacement" using methods from Firebaugh's (1997) monograph. Cohort replacement factors are at play but labor force status and SES still play a substantial role in accounting for the racial and gender gap in self-assessed health.
